Subvalvar left ventricular aneurysms are rare and occur predominantly in black Africans. A submitral left ventricular aneurysm was diagnosed on cross sectional echocardiography in a black woman born in the United Kingdom. The left parasternal long axis view showed a highly echogenic mass apparently attached to the wall of a dilated left atrium, but the apical twochamber view showed that this was thrombus in the apex of a left ventricular aneurysm. The patient subsequently underwent surgical correction.
Subvalvar left ventricular aneurysms are rare. They occur predominantly in the black races of sub-Saharan and Western Africa with sporadic cases in North America, the West Indies, and Japan. They arise most commonly in relation to the mitral valve annulus and may contain thrombus. We report an example of a submitral aneurysm in a black woman bom in the United Kingdom. To our knowledge this is only the second report of such a case in the United Kingdom and the first in which the appearance of thrombus within the aneurysm was shown by cross sectional echocardiography.
sternal angle. The apex beat was displaced 2 cm lateral to the mid-clavicular line and was hyperdynamic. A grade two pansystolic murmur was audible at the apex and radiated to the left axilla. Crackles were audible to the mid-zones of the chest bilaterally.
An electrocardiogram confirmed atrial fibrillation and showed borderline left ventricular hypertrophy but was otherwise within normal limits. A chest radiograph showed cardiomegaly with a cardiothoracic ratio of 14/ 22. There was a double right heart border with straightening of the left heart border. The lung fields showed pulmonary oedema.
Cross sectional echocardiography in the left parasternal long axis view showed a highly echogenic mass apparently attached to the wall of a dilated left atrium (5 0 cm). In the apical two-chamber view, however, this was identified as clot in the apex of a left ventricular aneurysm filling half its cavity (fig 1) . The aneurysm arose below the posterior mitral valve leaflet and extended to compress the left atrium from behind, stretching the posterior leaflet of the mitral valve. The valve leaflets showed mild thickening and there was evidence of moderate mitral regurgitation on colour flow Doppler mapping.
The findings on cardiac catheterisation accorded with those on echocardiography, the 2) . On pulmonary artery injection with follow through the upper of these was identified as the left atrium (filling before the left ventricle) and the lower as the aneurysm (filling from the left ventricle), which contained thrombus and compressed the left atrium from below. The coronary arteries appeared normal.
She improved after treatment with digoxin and diuretics was restarted. Subsequent chest radiographs, however, showed right upper lobe infiltration and there were acid fast bacilli in her sputum. After four months of antituberculous chemotherapy she underwent successful repair of the aneurysm. The posterior leaflet of the mitral valve was extensively reconstructed and the thrombus removed.
Two months later she was readmitted with severe mitral regurgitation. At reoperation there was considerable fibrosis of the posterior leaflet and its chordal apparatus. This produced retraction of the leaflet into the left ventricular cavity and relative prolapse of the anterior leaflet. The rigidity of the annulus precluded further repair and a xenograft was inserted. She has subsequently been well. Most cases occur in sub-Saharan Africa but even there this condition is rare with an incidence of 0 02% in Zaire, the source of the largest number of reports.3 The only case previously reported in this country was in a white patient; however, he had electrocardiographic changes suggestive of previous posterior infarction and his coronary arteries were not studied.4
Discussion
Submitral aneurysms may be single or multiple and may extend, as here, superiorly to distort the left atrium or inferiorly into the ventricular wall or septum. They may communicate with the left ventricle via single or multiple communications and may contain thrombus. We know of no other case where thrombus within a submitral aneurysm has been discovered on echocardiography. Patients may present with emboli but the relatively narrow neck of the aneurysm makes this uncommon, unlike aneurysms associated with coronary artery disease.5
Most patients present, as here, in heart failure which may be acute or chronic. Mitral regurgitation is present in up to 68% of cases.6 Apical systolic and diastolic murmurs caused by blood flow into and out of the aneurysm via its narrow neck and indistinguishable from those of mitral valve disease have been described. There was no turbulent flow within the aneurysm on colour flow Doppler mapping in our patient. Other patients may present with chest pain (attributed to either coronary artery compression or pericardial inflammation) or with an abnormal chest x ray.
The aneurysm is usually visible on a chest x ray, most commonly as a bulge on the left cardiac border. In this case a discrete shadow was noted at the right heart border with straightening of the left heart border, mimicking a large left atrium and doubtless contributing to the initial misdiagnosis of rheumatic mitral valve disease.
Cardiac angiography has been the mainstay of diagnosis although there have been two case reports in the past decade in which the diagnosis was made on the basis of cross sectional echocardiography and the two techniques must be regarded as complementary.7 8 In neither case was thrombus present within the aneurysm.
This condition is strongly associated with pulmonary tuberculosis.9 It is unclear if the presence of a submitral aneurysm in some way predisposes patients to develop tuberculosis or if the association merely represents the high incidence of tuberculosis in patients from sub-Saharan Africa.
While symptom free patients have a good prognosis, those presenting in heart failure usually die within months. Sudden death has been recorded. Initial attempts at surgical excision were associated with a high mortality; however, the use of cardiopulmonary bypass and advances in technique have dramatically improved the safety of this procedure.'0
This rare but important condition should be considered in patients of African origin in the clinical differential diagnosis of mitral valve disease and in the echocardiographic differential diagnosis of masses apparently within the left atrium.
